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INTRODUCTION:  The  anterior  sagittal  transrectal  approach  (ASTRA)  has  already  become  popular  to  treat
lesions  in the proximal  urethra  such  as  trauma,  duplicity  and  stenosis,  prostatic  utricle,  urethral–vaginal
ﬁstulas  and  urogenital  sinus  anomalies.  It provides  much  better  exposure  than  the  traditional  perineal
approach.  Morbidity  caused  by  this  technique  could  be potentially  decreased  if the  anterior  sagittal  access
were  to  be  made  without  sectioning  the  rectum.  We  report our initial  experience  using  anterior  approach
without  rectal  sectioning  for  the  treatment  of  three  different  types  of  pelvic  disorders.
PRESENTATION OF  CASE:  Anterior  sagittal  access  without  sectioning  the  rectal  wall  was  carried  out  in
three  different  clinical  cases  – a vaginoplasty  in  a female  patient  with congenital  adrenal  hyperplasia;
to  treat paradoxical  urinary  incontinence  in a  patient  with  proximal  hypospadias  (46XY  karyotype)  and
another  one  with  gonadal  dysgenesis  (46XO/XY  karyotype).
DISCUSSION: Several  surgical  techniques  have  been  reported  to repair  congenital  or acquired  lesions  in the
posterior  urethra  with  high  morbidity  and  no guarantees  of  adequate  and  safe  surgical  exposition.  ASTRA
provides  an  excellent  exposure,  splitting  only  the  anterior  rectal  wall.  In  this  study,  the  anterior  sagittal
approach  was  applied  without  splitting  the rectal  wall  to  repair  different  posterior  urethral  anomalies,
providing  excellent  exposure  without  compromising  the  fecal  continence  mechanism.
CONCLUSION: The  anterior  sagittal  approach  without  splitting  the  rectum  is a  feasible  procedure  which
provides  excellent  exposure  to the  posterior  urethra  in most  cases  and  leads  to less  morbidity  as  it  avoids
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. Introduction
Surgical access to the proximal urethra and the retrourethral
pace is an often difﬁcult procedure and several surgical solutions
ave been proposed. The anterior sagittal transrectal approach
ASTRA) can provide much better exposure than the traditional
erineal approach.1–3 Nevertheless, this technique has its down-
ide, resulting from the splitting of anterior rectal wall. When
erformed without colostomy there is the risk of infection and
amage to the rectal sphincter.
Morbidity  caused by this technique could be potentially
ecreased if the anterior sagittal access were to be made without
ectioning the rectum. Therefore, the objective of this case report
s to present our initial experience using anterior approach with-
ut rectal sectioning for the treatment of different types of pelvic
isorders.
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2. Materials and methods
Anterior  sagittal access without sectioning the rectal wall was
carried out in three different clinical cases in the period between
2009 and 2012. In all cases, preoperative mechanical bowel prepa-
ration was performed 1–3 days prior to the surgery. None of the
patients had protective colostomy, and antibiotics were uniformly
prescribed. Patients were positioned in a prone knee-chest posi-
tion with the abduction of the lower extremities (Fig. 1). A balloon
catheter was  placed into the vagina to facilitate its identiﬁcation
during exploration. A midline sagittal incision was performed from
the anterior margin of the anus to the scrotum without splitting
the rectum. The anorectal sphincter could be sectioned, whenever
necessary, without splitting the rectal wall. The urethra was closed
with interrupted sutures over a silicone Foley catheter, which was
left in place for 10 days. The anorectal sphincter and perineal body
were then reconstructed. Patients were allowed to feed on the 1st
post-operative day.
3.  Case report 1
Open access under CC BY-NC-ND license. A  14-year-old female patient was  diagnosed with congenital
adrenal hyperplasia, with feminizing genitoplasty performed at age
of 3 at another institution. She was referred to our service when she
was 6 years old for a new genitoplasty. At that point, the vaginal
NC-ND license. 
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wFig. 1. Prone knee-chest position with the abduction of the lower extremities.
ntroitus was not found in the physical examination. The length of
he urogenital sinus was radiologically determined to be about 4 cm
ong, and an 8-cm-long vagina entering into the bladder neck was
dentiﬁed. Pelvic MRI  showed normal ovaries, the uterus shifted
oward the left, and the proximal third of the vagina ﬁlled with ﬂuid.
he patient was submitted to anterior sagittal approach vagino-
lasty without splitting the anterior wall of the rectum. Cystoscopy
dentiﬁed a 4 cm long sinus. The vaginal entrance was almost at the
ladder neck and could not be catheterized. The sinus was  dissected
nd opened until the vaginal entrance was identiﬁed. The vagina
as then separated and dissected until it could reach the perineum.
he vagina was exteriorized and sutured to skin ﬂaps, and a mold
as left in place for 8 days (Fig. 2). Dilatations were carried out
eekly and, after six months, at every 15 days.
. Case report 2A  12-year-old patient with 46XY karyotype was  diagnosed with
roximal hypospadias. He had been submitted to orthophaloplasty
t age of 2 at another institution. The patient was referred to
ur service with complaints of paradoxical urinary incontinence.
ig. 2. The vaginal introitus was  identiﬁed through the anterior sagittal approach
ithout  splitting the rectum.Fig. 3. Exposure of the bulbar urethra (silicone foley) and the distal third of the
vagina  (hegar) which was completely resected.
Radiological investigation identiﬁed the distal third of a vagina
entering the penile urethra. Anterior sagittal approach without
splitting the rectum was  proposed. The urethra was dissected and
opened until the entrance of the distal third of the vagina could be
identiﬁed (Fig. 3). The vagina was resected completely and the ure-
thra sutured over a silicone Foley catheter. After 1 year follow-up,
the patient presented no complaints.
5. Case report 3
A  10-year-old patient with gonadal dysgenesis and 46XO/XY
karyotype who had been submitted to a surgical procedure for the
correction of proximal hypospadias at another institution, where
laparotomy for the resection of Mullerian duct remains was also
performed. The patient was referred to our service with complaints
of paradoxical urinary incontinence. Cystourethrography showed
the presence of a vagina, which was  identiﬁed through the same
surgical access and was  completely resected (Fig. 4). No complaints
were reported at the follow-up at 6 months.
6. Results
In all cases the urethra was  dissected and opened until the
entrance of the vagina could be identiﬁed. The vagina was  then
separated and dissected until the perineum in Case 1, and was
completely resected in Cases 2 and 3. There were no signs of infec-
tion or operative wound dehiscence, stenosis orurethral ﬁstula in
any of the patients. None of these cases presented fecal or urinary
incontinence (minimum 6 months follow-up) or the need for post-
operative colostomy. The cosmetic result was excellent (Fig. 5). The
lowered vagina in Case 1 is presently without introital stenosis.
Patients in Cases 2 and 3 are asymptomatic.
7. Discussion
The repair of congenital or acquired pelvic disorders, such
as those located in the proximal urethra, is difﬁcult because of
its location deep in the pelvis. Several surgical techniques have
been reported such as the transvesical, suprapubic and retropubic
approaches, which consist of major surgeries with high morbid-
ity and no guarantees of adequate and safe surgical exposition.4–6
Pen˜a et al. described the posterior sagittal transanorectal approach
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tFig. 4. Cystourethrography showing the vagina.
PSTA) for the repair of urogenital sinus anomalies, which splits the
osterior and anterior rectal wall dividing the entire muscle com-
lex, and provides excellent exposure.7 Although excising the anal
phincter and the anorectal canal in the midline does not interfere
ith fecal continence, protective colostomy is required to eliminate
he risk of an infectious complication. The posterior pararectal or
erirectal approach involves rectal mobilization, which violates the
rinciple of strictly remaining in the median plane, and may  also
enervate the rectum.8,9 Soiling during diarrhea in patients who
nderwent perirectal dissection has also been reported.
In  1997, Dómini et al. and Benedetto et al. sectioned only the
nterior rectal wall in an anterior sagittal transanorectal approach
ASTRA) to treat urogenital sinus in adrenogenital syndrome.
lacing the patient in the prone knee-chest position with the abduc-
ion of the lower extremities and sparing the posterior part of the
evator animuscle complex and the external sphincter, this surgi-
al approach get better exposure of the perineum compared to the
raditional perineal approach (in which the patient is placed in the
ithotomy position).1,3ASTRA has also been performed for the treatment of ure-
hral trauma, urethral duplicity, prostatic utricle, urethral–vaginal
Fig. 5. Final surgical aspect with an excellent cosmetic result.PEN  ACCESS
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ﬁstulas, urethral stenosis, anteriorization of the urethra in penile
agenesis, as well as the treatment of urogenital sinus anomalies.2,10
Protective colostomy, which was used in the ﬁrst reported cases,
may be avoided when bowel preparation is excellent. Pippi-Salle
et al. published a multi-center trial treating patients with urogen-
ital sinus anomalies using ASTRA without preoperative colostomy.
In their data, urinary and fecal continence was universally pre-
served and a diverting colostomy was necessary in just one case
(1/17 patients) due to a perineal infection.11
In this study, the anterior sagittal approach was  applied with-
out splitting the rectal wall to repair different posterior urethral
anomalies. It provided excellent exposure without compromising
the fecal continence mechanism. We  performed the surgery with
the patient in a prone knee-chest position with bowel preparation
and antibiotic therapy. Apart from providing excellent exposure,
we believe that this approach is safe, and leads to less morbidity
than conventional ASTRA, as it avoids the splitting and suturing of
the rectum anterior wall.
8.  Conclusion
The anterior sagittal approach without splitting the rectum is a
feasible procedure which provides excellent exposure to the poste-
rior urethra in most cases. It should be considered as an alternative
to the standard technique.
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